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Abstract
Background: Negative body image is a risk factor for development and relapse in eating disorders (ED). Many
patients continue to be dissatisfied with their body shape or weight after treatment. This study presents a
qualitative analysis of written reflections on body image from patients with an ED and a negative body image
before and after an Acceptance and Commitment Therapy group treatment at a specialized ED-unit.
Method: Before and after the treatment participants (n = 47) answered a questionnaire with open ended questions
on their thoughts on body image. Data were analyzed through conventional content analysis.
Results: Body image meant different things for different participants. For some it had to do with how you evaluate
your body, whereas others focused on whether their body image was realistic or not. Some emphasized their
relationship with their body, while some described body image as strongly related to global self-esteem. These
different views on the concept of body image affected the participants’ descriptions of their own body image, and
how they wanted it to change. Body image was considered a state that fluctuated from day to day. After treatment
the participants described changes in their body image, for instance perceiving oneself as less judgmental towards
one’s body, and a shift in focus to the important things in life.
Conclusions: The participants had different views on body image and how they wished it to change. Thus
treatment interventions targeting negative body image needs to address various aspects of this complex construct.
Trial registration: This study is part of an RCT registered 02/06/2014 in Clinical Trials, registration number:
NCT02058121.
Keywords: Acceptance and commitment therapy, Body dissatisfaction, Body image, Content analysis, Eating
disorders, Qualitative research
* Correspondence: maria.fogelkvist@regionorebrolan.se
1University Health Care Research Center, Faculty of Medicine and Health,
Örebro University, S-huset, vån 2, Box 1613701 16 Örebro, Sweden
Full list of author information is available at the end of the article
© The Author(s). 2016 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.
Fogelkvist et al. Journal of Eating Disorders  (2016) 4:29 
DOI 10.1186/s40337-016-0120-4
Plain English summary
Many patients with an ED have difficulties with their
body image, and struggle to change it. Body image issues
are something many people experience, but for a person
with an ED it is linked to poorer treatment outcomes
and relapses after treatment. In this article we asked
patients with an ED to write their reflections on body
image. What body image is, how they perceived their
own body image, how they wanted it to change, and
whether they perceived any changes after a treatment
intervention. We found that body image meant different
things for different patients. Some described that body
image meant how they evaluated their bodies. Some
described whether their perceptions of their own bodies
were realistic or not. Some described their relationship
to their body and others how it was linked to their self-
esteem. There were also differences in how they wished
their body image to change. Many found that their body
image changed after treatment. They still evaluated
themselves negatively, but found that they could focus
more on other areas in life that felt more important.
Background
Body dissatisfaction has been defined as “discontent with
some aspect of one’s physical appearance” [1], and is a
risk factor both for developing an eating disorder (ED)
[2] and for relapse after remission from an ED [3].
Although there have been advances in research and the
treatment of ED, many patients do not remit despite
receiving treatment in accordance with evidence-based
practice [4, 5]. Even patients who clinically remit from
an ED often continue to be dissatisfied with their body
shape and weight [6]. This dissatisfaction can be seen as
part of a normative discontent [3], but is nevertheless
associated with a risk of relapse to an ED [7] and poor
quality of life [8]. Thus, there is a need to further
develop or adapt interventions that may increase the
remission rate, address persistent body image problems
and reduce relapse rates.
Body image is a complex concept, and according to
Cash [9] “It encompasses one’s body-related self-
perceptions and self-attitudes, including thoughts,
beliefs, feelings, and behaviors”. But, for those afflicted
with negative body image, what does it mean to have a
negative body image, or to be dissatisfied with one’s
body? There are numerous studies investigating different
ways of measuring aspects of body image [10, 11]. How-
ever, we only found two studies that explored patients’
views on body image with open questions. In a study by
Espeset, Nordbø, Gulliksen, Skårderud, Geller & Holte
[12] they explored the views of body image in different
contexts in the daily lives of patients with anorexia
nervosa (AN). They found that the participants’ descrip-
tions could be divided into a subjective or objective
reality. Depending on how they integrated these two
concepts they were categorized as integrated, in denial,
dissociated or delusional. These categories were sug-
gested to be used as a continuum to classify severity of
body image disturbances, where delusional is the most
severe form. They also found that some participants
described their body image as stable, while others found
it to fluctuate depending on context. The same research
team continued to investigate the fluctuations of body
images among patients with AN [13]. They concluded
that this fluctuation was possible due to an uncertainty
about their objective appearance, and found four differ-
ent contextual cues that made their body image
fluctuate; ‘Eating food’, ‘Body awareness’, ‘Emotional
experiences’ and ‘Interpersonal influences’. These two
studies are, to the best of our knowledge, the only ones
that have probed patients’ views on the concept of body
image. We were unable to find any studies on patient’s
thoughts on how they would like their body image to
change due to treatment. In order to target body image
in a treatment intervention for patients with an ED it is
of importance to find out what a negative body image
means to them, what they wish to change in order to
feel more content, and whether they perceive that their
body image is responsive to treatment interventions. In
this study patients with an ED who took part in an
acceptance and commitment therapy (ACT) group inter-
vention focusing on body image answered a question-
naire consisting of three open questions about body
image at treatment onset and at treatment outset.
Cognitive Behavioral Therapy (CBT) is currently the
treatment of choice for bulimia nervosa (BN) and binge
eating disorder (BED), and is widely recommended by dif-
ferent evidence-based treatment guidelines (e.g., [14, 15]).
An enhanced form of CBT has been adapted to target
aspects of all of the ED, with promising results for both
adults and adolescents [16–18]. CBT for ED has however
been criticized for focusing too much on the content of
the patient’s cognitive rather than emotional experience
[19]. ACT provides an approach that focuses on accepting
unwanted thoughts and feelings, seeing them as part of
being human [20]. Preliminary data supports ACT as an
intervention targeting EDs and body image issues, where
ACT has shown to decrease eating pathology [21–24] and
to be feasible and well-tolerated even for patients with
chronic and severe AN [25, 26].
Recent CBT programs for ED have implemented
targeted body image interventions as part of the overall
treatment intervention [27, 28]. Many of these include
psychoeducation, awareness and questioning of the thin-
ideal, exposure exercises, mindfulness or relaxation
techniques, and cognitive restructuring [29–33]. The ap-
plication of an intervention targeting body image issues
with standard CBT might help patients to improve more
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and even reach levels of ED and body image pathology
comparable to those of a healthy population, as sug-
gested from a trial in which a virtual reality intervention
was added to standard CBT [34]. Another trial investi-
gated mirror exposure also as complement to treatment,
and found reductions in body avoidance behaviors [35].
It has also been suggested that patients might benefit
from a shift of focus toward positive aspects of their
body image [36, 37]. Though these approaches differ in
content and target different EDs of different severity, the
literature suggests that an increased focus on body
image might help patient reach full recovery from their
ED, and perhaps different approaches fit different
patients.
Since body dissatisfaction might be viewed as a
normative discontent, it is possibly an unsolvable issue.
It has been suggested that ED behaviors, such as those
involved in over-evaluation of weight and shape, might
provide the patient with a means of avoiding disturbing
internal experiences such as rejection, imperfection and
failure [21]. ACT conceptualizes psychological distress as
stemming from the avoidance of unwanted thoughts and
feelings, which is then also applicable to ED. Instead,
ACT enables and helps to direct attention to what
patients want their lives to be about. Since body image
problems prompt people to take actions to avoid
negative thoughts and feelings by dieting, exercising,
body checking and other short-term avoidance strat-
egies, ACT can be hypothesized to be a potent treatment
for body image problems.
The aim of the present study is to investigate partici-
pants’ thoughts on body image; what body image is (be-
fore and after treatment), descriptions of their own body
image (before and after treatment), how they would like
their body image to change after treatment, and how the
participants’ body images have changed after treatment.
Methods
This study drew its participants from a randomized
controlled trial in which an ACT-intervention is com-
pared to treatment as usual for patients with an ED at a
specialized ED center in Sweden. The intervention was
offered to patients that were already receiving treatment
at the ED unit, and who felt that their negative body
image hindered their recovery. Participants in the ACT-
treatment were given a voluntary questionnaire consisting
of three open questions about body image at treatment
onset and at treatment outset. (For a fuller description of
the intervention see Additional file 1).
Participants
A total of 53 participants started the treatment interven-
tion, six dropped out before they had participated in half
of the sessions, and eight participants attended all
sessions. The median number of sessions attended was
ten (range 2–12). All the participants were women, in
the age range 18–47. Forty-seven participants answered
the questionnaire, and were thus included in this study.
Thirty-four participants answered the questionnaire
before the intervention, and 43 answered after the
intervention.
Participants were diagnosed according to DSM-IV
[38], but we have chosen to transfer the diagnoses to the
DSM-5 [39]. Since the participants had received prior
treatment, some of them were relatively free from ED
symptoms at group onset and were considered partially
remitted, but still had a diagnosis.
Nine of the participants had an AN diagnosis, and
nine had a BN diagnosis, five had a BED diagnosis.
Other diagnoses were Atypical AN (n = 10), BN of low
frequency and/or limited duration (n = 5), Purging
disorder (n = 5), and Unspecified Feeding or Eating
Disorders (UFED; n = 4).
BMI ranged from 16.6 to 48.5. Four of the participants
were underweight (BMI below 18.5), 30 were in a
healthy weight span, eight were overweight (BMI 25–30)
and five were obese (BMI above 30). Treatment duration
(of this treatment episode) ranged from less than a
month to 11 years, with a median treatment duration of
nine months. For 30 of the participants this was their
first treatment episode for an ED, while 17 participants
had been in ED treatment previously. At the time of
inclusion all participants were treated in outpatient care,
but seven of them had previously had inpatient
treatment.
Procedure and measurement
Before and after the intervention, participants were asked
to answer a three-item questionnaire. The questionnaire
was administered together with several self-report instru-
ments that was part of the RCT trial. However, while the
self-report instruments were filled in and returned after
the randomization, at a specific meeting, this question-
naire was described as being an voluntary extra survey,
and the patients were invited to answer the questions at
home, and bring back and leave to the secretary at the unit
or to the group leaders at the first group session if they
chose to participate. After the intervention patients
received the questionnaire at the last group session, and
were encouraged to bring it back at the 1 month follow up
session, or leave it to the secretary or to the group leaders,
if they chose to participate.
Two of the items were identical before and after the
intervention, while one was reformulated after the
intervention:
 What does the term “body image” mean to you?
 How would you describe your body image today?
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 How would you like your body image to change
following treatment completion? (Before the
intervention)/Has the treatment contributed to any
change in your body image? (After the intervention).
Analysis
Conventional content analysis was used to analyze the
answers to these questions [40]. The written reflections
were first read several times in order to obtain a general
impression. In the next step categories were created based
on current data, by marking important statements and
grouping data with the same meaning into codes. The
answers to each question were analyzed separately. Two
researchers (MF and SAG) undertook this step together.
One researcher made a preliminary categorization of each
question, and created preliminary codes. The other re-
searcher then coded the statements based on the prelim-
inary codes, and the codes were compared in a process of
negotiated consensus. Finally each code was discussed and
labelled. An answer by one participant may be found in
several of the categories, since the written statements are
divided into meaning units before categorization. The
following is an example of one participant’s response to
how she would like her body image to change following
treatment completion.
I would like to be able to look at myself in the mirror
and think that what I can see is a normal, fit and
healthy person and not need to analyze every aspect of
my body to pieces. Instead of battling with my body all
the time, I want to love it and value it highly and look
after it instead of subjecting it to different diet
inclinations and methods like reducing the amount of
food and doing more and more physical exercise. I
want to feel that I am exercising to be fit and strong
and avoid illnesses in the long run rather than exercise
being a way of helping to lose weight. (BN, 23).
In this text, three different codes were identified,
divided into three different categories; an appraisal of
oneself and one’s body, “think that what I can see is a
normal, fit and healthy person”, a shift in focus to other
areas in life, “I want to feel that I am exercising to be fit
and strong and avoid illnesses in the long run”, and re-
ducing ED behaviors “instead of subjecting it to different
diet inclinations and methods like reducing the amount
of food and doing more and more physical exercise”.
Results
The results are presented question by question in the
tables below. Since the participants answers on the first
two questions were very similar both before and after
the intervention, these answers are represented in one
table each, including answers from both before and after.
Each table presents categories derived through the ana-
lysis. Each category is followed by a summary explaining
the overarching content of the category, and a quotation
that exemplifies the category. Each quotation is followed
by information on the ED diagnosis and age of the
woman cited, where AN refers both to AN and atypical
AN, and BN refers both to BN and BN of low frequency
and/or limited duration. In Table 4 there is a column
with comments regarding the differences described by
the participants.
What does the term “body image” mean to you?
Participants described the term body image similarly be-
fore and after treatment. Many described it as simply as:
“How I perceive my body”. Some described how they ex-
perienced or appraised their body, which we interpreted
as synonyms, while others gave a richer description. We
identified four categories (see Table 1).
How would you describe your body image today?
Six concordant categories were identified in the evalua-
tions before and after treatment (Table 2). Participants
described a change in their body image after the inter-
vention. This change was described in terms of the
categories identified, for instance as perceiving oneself as
less judgmental of one’s body or having a more realistic
view of one’s body.




The body is described for instance as good or bad, attractive
or ugly. Participants compare themselves with others.
Evaluations are influenced by social ideals, for example
being slim is automatically valued as something positive.
Have had it drummed into me since I was little that
slim = happy and successful. (AN, 41)
If impression is
realistic or not
If impression fits in with what others see or with reality. What my body really looks like and not the way I think
it does. (Purging disorder, 20)
What relationship you have
to your body
Different descriptions of whether the body is shown respect
or taken care of. Degree of happiness with body.
How well you know your body and what is important for it.
(AN, 18)
How your impression fits in
with your self-esteem
Impressions govern assessments of self-image and
self-confidence
If I am worth anything or just rubbish. (BED, 39)
Fogelkvist et al. Journal of Eating Disorders  (2016) 4:29 Page 4 of 9
How would you like your body image to change
following treatment completion?
A recurrent topic in the different categories was the
participants desire to be healthy and to accept one’s
body the way it is. They expressed a wish to let go of the
thoughts and behaviors that are connected to the ED,
and to be able to love their bodies. Seven categories were
identified (Table 3).
Has the treatment contributed to any change in your
body image?
There were 38 (88 %) participants that described that
the treatment contributed to a positive change in their
body image, and many gave a further description of this
change. We identified six different categories (Table 4).
The quotation below is one example of how lavish a
description could be.
I’ve got a more relaxed relationship to my body and
my appearance. It doesn’t matter as much any longer
what I feel about my body. As I said I’m not happy
with it, but it doesn’t take up as much room as it
were. Before when I thought about the future there was
always a perfect body somewhere in the frame, it
really was a strong and fixed idea that my body had
to change if I was going to be successful. Now I think
differently and realize instead that it’s things like
work/studies, friendship, relationships etc. that make
all the difference to how I feel and what kind of life I
lead. I don’t judge my body as strictly as I used to
either, at times I can even feel that I’m OK. It has also
become easier not to start judging other people’s bodies
and comparing them with mine, like at parties. I think
more about the person I am meeting, not whether she
is slimmer than me and that that makes me feel even
fatter. In some kind of way I can still see that I am
pretty “normal”, before I could feel that I was almost
some kind of ugly fat troll among my “attractive”
friends and acquaintances. Now I can see that there’s
nothing odd about my body really. (UFED, 24)
Additional comments
In addition to the processes that were specific to this
treatment, participants also described more general
aspects they had found helpful. Some responded that
they enjoyed the group format of the treatment and be-
ing able to meet other people with similar thoughts and
ideas. “I’ve realized that I’m not the only one who walks
around thinking that I’m not good enough the way I am”
(BN, 46). Some described an increase in their self-
esteem, and one participant mentioned a heightened
awareness of risk factors.
Five of the participants did not find the treatment
helpful or thought it had only been somewhat helpful.
One participant mentioned that she had gained new
understanding of her difficulties, but she did not notice
any changes in behavior. She expressed a need for more
time to make changes.
Discussion
The participants described that they perceived their
body image in similar ways before and after the inter-
vention. A majority described changes in their body
image after the intervention, or that they continued to




Some parts of the body are described
with dissatisfaction.
Body image is affected by social ideals.
Participants compare themselves to ideals and to friends.
On the whole it is very negative but I have still learned
as well to like my body in a different way than I used to. (AN, 33)
Feelings about your
body/body image
Dislike of the body. Feelings of anxiety when thinking
about the body. Feeling uncomfortable with the body.
Feeling nausea and disgust about the body.
Don’t really like myself, don’t know what pigeonhole to put
myself in – plump, fat or grotesquely elephantine troll-like fat. (BED, 39)
I feel ok with my body but still not entirely comfortable. (AN, 18)
If impression is
realistic or not
Description of body image as realistic, unrealistic or
wrong. Having a realistic image does not mean that
participants are pleased with it.
Sometimes feel that I am fat, which is incorrect. That means that it
isn’t true, my weight is normal. (BN, 26)




What participants would like to change about their
body, like losing weight or being fitter. Worry about
the body changing (gaining weight).
I really long to feel more muscular, both for my own well-being and
also because I think I look better when I am fit. (UFED, 24)
I’m afraid of putting on weight and being fat. (AN, 18)
Impressions are
inconstant
Body image is affected by feelings and thoughts. The
image oscillates between being comfortable with one’s
body and appearance to feeling disgust and revulsion
and wanting to change.
Like a roller-coaster. Some days my body feels fantastic, both physically
and mentally. But then there are days when I can see everything that’s
wrong with it. Then it feels like I’ve taken a step backward, but never
back to square one. (BN, 19)
Thoughts about the
body and weight
take a lot of room
Appearance is important, which gives rise to thoughts
about weight, figure and diet. This focus can lead to
discontent, greater concentration on appearance than
on well-being.
I focus more on looking good than feeling good, when it comes to the
inside and outside of my body. (BN, 19)
Don’t think so much about my body today. Not everything is about
me any longer. (Purging disorder, 23)
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be dissatisfied but that it was less important after treat-
ment where they described how other areas in life got
more attention. This suggests that body image is
perceived as a trait that is responsive to treatment.
The answers of the participants reflected the definition
of body image as a complex concept incorporating sev-
eral components [9]. Some described body image simply
as how they evaluate their body. From this point of view,
therefore, having a negative body image means that you
evaluate your body negatively (i.e., body dissatisfaction).
Others answered that body image was linked to whether
the body image was realistic or not. A negative body
image would then imply a disturbed perception of one’s
body. One example can be found in the participant who
said that her body image was “incorrect” since she some-
times perceived herself as large although she knew she
was of normal weight. Some participants emphasized
their relationship with their body, which indicates that a
negative body image is related to treating your body
without respect, and not listening to it. And finally some
participants answered that body image was linked to
how their perception affected their self-esteem. Thus, a
negative body image would mean that self-evaluation is
very dependent on shape and/or weight (i.e., over-
evaluation of shape and weight). All these descriptions
have been linked to body image previously and they are
common features among those with ED [2, 39, 41, 42].
The participants often described several components in
their evaluations. For instance the participant who
responded that she had a good body image because she
could see what she looked like (realistic perception),
even though she did not like it (evaluation). Different
components might be combined into concepts such as in
body image disturbance, which is commonly described as
incorporating one evaluative and one perceptual compo-
nent [41]. It is important to acknowledge that there are
individual differences in the conceptualization of body
image. These differences might have implications both in
planning treatment and assessing body image. For
instance, one patient might view improvement in body
image as becoming less judgmental while another views it
as acquiring a healthy and respectful relationship with her
body. These differences impact on what the individual
patient wants help with as well as how he or she evaluates
the outcome of treatment.
The participants’ descriptions of their body image were
on the whole very negative. This is, of course, not
unexpected as the treatment focused on patients with
remaining body image problems. For example, many
participants described how their body image differed in
different contexts and was affected by their mood.
Several participants described how they sometimes had





A desire to like oneself and one’s body more, see
oneself as good enough, to be less judgmental
and able to describe the body more neutrally.
I would like to feel that my body is OK and view it positively
instead of something negative. (Purging disorder, 20)
I would like to be pleased with my body no matter what day it
is, how much exercise I have had or what I have eaten during
the day. I want to be pleased and happy and feel strong, no
matter what. (AN, 18)
A more realistic
body image
A desire to be less judgmental and more
accepting of the body.
That I know what I look like and accept it. (BED, 44)
I want to be able to see/perceive myself the way I am and to
allow/permit myself to feel good. (AN, 37)
Being influenced
less by media or
what others think
A desire to create distance from the ideal
conveyed through the media and not to have
to consider what other people think.
Not having to make an effort to fit in with an ideal that
actually doesn’t exist. (AN, 37)
And above all I want to be able to look the way I want
without having to wonder what others will think. (AN, 33)
A shift of focus to
other things in life
Allowing other areas of life to occupy more space. Being able to give priority to things rather than thoughts
about my body, allowing myself to put other things first.
(Purging disorder, 23)
For my body not to take up such an important part of my
everyday life, I want other things to be more important. (AN, 24)
Greater respect
for your body
Participants express a desire to comply with their
bodies’ demands, not have to struggle all the time
to oppose changes.
… and more respect for what my body wants and needs to feel good
both inside and out. (AN, 26)
I want to accept my body as it is without feeling forced to diet/lose




Being able to feel more satisfied and secure in self
and appearance. Greater self-confidence or
self-esteem.
I want to feel pleased with myself so that I can be more self-confident.
(AN, 20)




Stop avoiding the kinds of things that are really
desired. More focus on experiencing activities than
on change. Stop behaviors that do not contribute
to well-being.
To be able to live with my body in a better way than avoiding things. (AN, 25)
Dare to display more, not baggy clothes, being proud of the way I look.
Not squeezing my body and not worrying about weight. (AN, 18)
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a realistic body image (for example of being “normal
weight”) and at the next moment, due to a change in
context, felt very fat. It has been suggested that the body
image of patients with AN fluctuates throughout the day
depending on the context and that this is a consequence
of a failure to integrate the subjective body image with
the objective one, the realistic or not aspect [13]. This
inability makes patients with AN more susceptible to
contextual triggers that make their body image fluctuate.
The results of this study indicate that this can be equally
true for patients with other ED diagnoses.
From an ACT perspective, the fluctuations in our body
image or our self-evaluation due to different contexts
could be considered a normal variation. The fluctuation
is not something that needs to be addressed or changed
and we do not have to remedy these unwanted experi-
ences. Instead the participants are encouraged to be
mindful, to accept and to keep moving in the valued
direction, directing their attention toward what they
want their life to be about rather than what they want to
avoid. This is in accordance with a study that suggests
that mindfulness might enhance self-acceptance of one’s
body and appearance [43]. Another study found a correl-
ation between improvements in awareness, acceptance
and emotional avoidance and greater improvement in
ED symptoms [44]. Yet another study suggested that
acceptance of discomfort enhanced motivation to change
ED behaviors [45].
In the answers to the last question before treatment it
was clear that the participants wanted to evaluate their
bodies less negatively and more realistically, be less
preoccupied with their bodies, be more respectful to their
bodies and not engaging in ED behaviors, having a more
positive global self-evaluation and being less influenced by
mass media. From an ACT theoretical perspective it
might be hypothesized that present moment awareness
could reduce preoccupation/fusion with body image
thoughts, and that the work on values-driven action could
reduce overvaluation of weight and shape. Mindfulness
practice might be hypothesized to help patients to neu-
trally describe their bodies, and thus reduce perceptual
disturbance and the negative evaluations of their bodies.
Table 4 Participant’s descriptions of perceived changes in their body image after the intervention




The body is described more
objectively, less critically. Evaluations
do not have the same kind of impact.
Greater awareness of how the body is
objectified by self-scrutiny.
I’ve learned that you don’t have to
evaluate all the time, see it as a
description. (AN, 18)
I don’t evaluate my body only as bad
and ugly but still feel that I am too fat. (AN, 26)
Being less judgmental does not mean
that the participants are automatically







Greater understanding of the
body, ways of thinking and the
ED. Awareness of thinking
errors. Insight into devaluation
of self. Insight into how
well-being declines when
feelings focus on the body and
how this can be influenced.
I have learned so much about the basis for why
I think as I do and then it is easier to know
what to do to like my body. (AN, 18)
I have understood that irrespective of whether
we are slim or fat we have similar thoughts and
feelings. And that I’m the one that devalues myself,
I am my own ‘hooligans’. (BED, 29)
Participants describe how they have
become more aware of different factors
that both sustain and resolve their
views, which in its turn creates







Discovering alternative behaviors for all the
evasions I had previously focused on. (BN, 28)
Plus I have become better at doing things even
though they go against the grain and I don’t feel
comfortable with my body. (BN, 22)
Participants describe a wider repertoire






Beneficial to see thoughts as
thoughts or feelings as feelings.
Importance of being in the
here and now and not being
bogged down in old patterns
of repetitive thinking.
That I don’t allow my feelings to magnify things
so much, a feeling is “only” a feeling and a
thought is “only” a thought. Nothing is true until
I allow it to be. (AN, 40)
I have really learned that I don’t have to like my
thoughts but they can still be there anyhow. (BN, 28)
Participants describe how they still have
the same thoughts as before but have
learned a new relationship to them
when they crop up. This also creates









Values are embraced and
influence choice of behaviors.
… realize instead that it’s things like work/studies,
friendship, relationships etc. that make all the
difference to how I feel and what kind of life I lead.
(UFED, 24)
Participants describe how working with
values has helped them to focus on





Greater appreciation of the body.
Good enough as they are. No longer
as self-destructive. More attention
paid to bodily needs.
I have to a great extent stopped being “nasty” and
making “awful comments to myself. (BN, 26)
I listen more to what my body needs and show it
what appreciation I can. (BN, 19)
Participants describe a change in both
the way they think about and behave
toward their bodies.
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After the treatment the participants responded that
they had been able to try behaviors previously avoided
and take steps toward their values instead of avoiding
discomfort. They reported that they had adopted a
stance of self as context, were able to be more in contact
with the present moment and saw thoughts as thoughts
rather than truths. They could be more acceptant and
descriptive than judgmental toward themselves and their
bodies. Many of them still described being dissatisfied
with their bodies but emphasized that this was no longer
the focus of their attention. This is an important shift of
focus, since body dissatisfaction is a normative discon-
tent [46], and for many people probably an unsolvable
issue. We interpret this to mean that the ACT-specific
skills the participants learned in this study were appro-
priate and helpful for the participants. The objective in
ACT is not to change the suffering that life entails but
to be able to act in accordance with values in a flexible
way [47]. The current study did not intend to evaluate
or asses the effectiveness of the intervention, which
would require a different study design. It can only
suggest hypothesizes that further studies might give
answers to.
In this study we used a questionnaire with open ended
questions instead of interviews or collecting data from
self-report questionnaires. One reason for this was to
capture the informant’s spontaneous reflections yet still
collect a comparably large number of evaluations.
Another strength of this study is the variation of ages,
diagnoses treatment duration and BMI, which increases
the transferability of the results to other ED-populations.
A limitation in this regard is of course that there were
no male participants.
In order to develop effective interventions, we believe
it is important to investigate the participants’ reflections,
rather than merely collect data from pre-formulated
questionnaires. Participants were not asked to evaluate
the ACT processes specifically, but they have partici-
pated in, and read a book on, a treatment that explicitly
targets these processes. This probably influenced their
answers. A limitation with written evaluations is that
they provide no opportunity to ask questions to clarify
statements, which makes it difficult to be sure that it
really was specific processes that the participants were
referring to. Further, the current method of analysis
comprises an element of subjective interpretation when
creating and categorizing codes. The texts are, however,
quite short and the categories and quotations follow the
participants’ wordings closely, so it should be easy for an
uninformed reader to evaluate them.
Conclusions
There were individual differences in the way participants
described both the term body image and their own body
image. They also described how they wanted their body
image to change in different ways. According to our
interpretation of the results, participants described that
their body image was responsive to treatment. They
described that they could relate to their bodies differ-
ently, and lead their lives in more accordance with their
values. Treatment interventions targeting negative body
image needs to address various aspects of this complex
construct.
Additional file
Additional file 1: Description of the intervention. (DOCX 23 kb)
Acknowledgements
We would like to thank Ata Ghaderi who contributed to the development of
the intervention and was active in the process of study design for the RCT
this study is based upon.
Funding
This research was supported by Uppsala-Örebro Regional Research Council,
grant number RFR71381, RFR213931, RFR138611, awarded to Sanna Aila
Gustafsson.
Availability of data and materials
All of the evaluations have been coded and are stored at the University
Health Care Research Center, Faculty of Medicine and Health, Örebro
University. The treatment manual is available in Swedish. Please contact the
corresponding author for more information.
Authors’ contribution
MF conducted the analysis of the material and drafted the manuscript. SAG
was active in the preparation of the study, active in the analyzing process,
and active in the writing process. LK critically evaluated the analysis and was
active in the writing process. TP was active in the preparation of the study
and was active in the writing process. All authors read and approved the
final manuscript.
Competing interests
The authors declare that they have no competing interest.
Ethics approval and consent to participate
This study was approved by the regional ethical review board of Uppsala
(Reg. no. 2009/294, 2009-11-18). Patients gave their written consent to
participate in the study.
Author details
1University Health Care Research Center, Faculty of Medicine and Health,
Örebro University, S-huset, vån 2, Box 1613701 16 Örebro, Sweden.
2Department of Psychology, Uppsala University, Uppsala, Sweden.
Received: 8 April 2016 Accepted: 9 October 2016
References
1. Cash TF, Pruzinsky T, editors. Body Image: A Handbook of Theory, Research,
and Clinical Practice. New York: Guilford Press; 2002.
2. Stice E. Risk and maintenance factors for eating pathology: a meta-analytic
review. Psychol Bull. 2002;128:825–48.
3. Keel PK, Dorer DJ, Franko DL, Jackson SC, Herzog DB. Postremission
predictors of relapse in women with eating disorders. Am J Psychiatry.
2005;162:2263–8.
4. Treasure J, Claudino AM, Zucker N. Eating disorders. Lancet. 2010;375:583–93.
5. Brown TA, Keel PK. Current and emerging directions in the treatment of
eating disorders. Subst Abus Res Treatment. 2012;6:33–61.
6. Bardone-Cone AM, Harney MB, Maldonado CR, Lawson MA, Robinson DP,
Smith R, Tosh A. Defining recovery from an eating disorder: conceptualization,
Fogelkvist et al. Journal of Eating Disorders  (2016) 4:29 Page 8 of 9
validation, and examination of psychosocial functioning and psychiatric
comorbidity. Behav Res Ther. 2010;48:194–202.
7. Stice E, Ng J, Shaw H. Risk factors and prodromal eating pathology.
J Child Psychol Psychiatry. 2010;51:518–25.
8. Latner JD, Mond JM, Vallance JK, Gleaves DH, Buckett G. Quality of life
impairment and the attitudinal and behavioral features of eating disorders.
J Nerv Ment Dis. 2013;201:592–7.
9. Cash TF. Body image: past, present, and future. Body image. 2004;1:1–5.
10. Cash TF, Deagle 3rd EA. The nature and extent of body-image disturbances
in anorexia nervosa and bulimia nervosa: a meta-analysis. Int J Eat Disord.
1997;22:107–25.
11. Tury F, Gulec H, Kohls E. Assessment methods for eating disorders and body
image disorders. J Psychosom Res. 2010;69:601–11.
12. Espeset EM, Nordbo RH, Gulliksen KS, Skarderud F, Geller J, Holte A.
The concept of body image disturbance in anorexia nervosa: an
empirical inquiry utilizing patients’ subjective experiences. Eat Disord.
2011;19:175–93.
13. Espeset EM, Gulliksen KS, Nordbo RH, Skarderud F, Holte A. Fluctuations of
body images in anorexia nervosa: patients’ perception of contextual
triggers. Clin Psychol Psychother. 2012;19:518–30.
14. National Institute for Clinical Excellence (NICE). Eating disorders—core
interventions in the treatment and management of anorexia nervosa,
bulimia nervosa and related eating disorders. 2004. https://www.nice.org.
uk/. Accessed 5 Feb 2016.
15. Hay P, Chinn D, Forbes D, Madden S, Newton R, Sugenor L, Touyz S, Ward
W, Royal A. New Zealand College of P. Royal Australian and New Zealand
College of Psychiatrists clinical practice guidelines for the treatment of
eating disorders. Aust N Z J Psychiatry. 2014;48:977–1008.
16. Fairburn CG, Cooper Z, Doll HA, O’Connor ME, Bohn K, Hawker DM, Wales
JA, Palmer RL. Transdiagnostic cognitive-behavioral therapy for patients with
eating disorders: a two-site trial with 60-week follow-up. Am J Psychiatry.
2009;166:311–9.
17. Fairburn CG, Cooper Z, Doll HA, O’Connor ME, Palmer RL, Dalle Grave R.
Enhanced cognitive behaviour therapy for adults with anorexia nervosa:
a UK-Italy study. Behav Res Ther. 2013;51:R2–8.
18. Calugi S, Dalle Grave R, Sartirana M, Fairburn CG. Time to restore body
weight in adults and adolescents receiving cognitive behaviour therapy for
anorexia nervosa. J Eat Disord. 2015;3:21.
19. Vanderlinden J. Many roads lead to Rome: Why does cognitive behavioural
therapy remain unsuccessful for many eating disorder patients? Eur Eat
Disord Rev. 2008;16:329–33.
20. Hayes SC, Strosahl K, Wilson KG. Acceptance and commitment therapy:
the process and practice of mindful change. 2nd ed. New York:
Guilford Press; 2012.
21. Juarascio A, Shaw J, Forman E, Timko CA, Herbert J, Butryn M, Bunnell D,
Matteucci A, Lowe M. Acceptance and commitment therapy as a novel
treatment for eating disorders: an initial test of efficacy and mediation.
Behav Modif. 2013;37:459–89.
22. Juarascio AS, Forman EM, Herbert JD. Acceptance and commitment therapy
versus cognitive therapy for the treatment of comorbid eating pathology.
Behav Modif. 2010;34:175–90.
23. Hill ML, Masuda A, Melcher H, Morgan JR, Twohig MP. Acceptance and
commitment therapy for women diagnosed with binge eating disorder:
a case-series study. Cogn Behav Pract. 2015;22:367–78.
24. Lillis J, Hayes SC, Levin ME. Binge eating and weight control: the role of
experiential avoidance. Behav Modif. 2011;35:252–64.
25. Heffner M, Sperry J, Eifert GH, Detweiler M. Acceptance and commitment
therapy in the treatment of an adolescent female with anorexia nervosa: a
case example. Cogn Behav Pract. 2002;9:232–6.
26. Berman MI, Boutelle KN, Crow SJ. A case series investigating acceptance
and commitment therapy as a treatment for previously treated,
unremitted patients with anorexia nervosa. Eur Eat Disord Rev.
2009;17:426–34.
27. Fairburn CG. Cognitive behavior therapy and eating disorders. New York:
Guilford Press; 2008.
28. Tuschen-Caffier B, Pook M, Frank M. Evaluation of manual-based cognitive-
behavioral therapy for bulimia nervosa in a service setting. Behav Res Ther.
2001;39:299–308.
29. Mountford VA, Brown A, Bamford B, Saeidi S, Morgan JF, Lacey H. BodyWise:
evaluating a pilot body image group for patients with anorexia nervosa. Eur
Eat Disord Rev. 2015;23:62–7.
30. Bhatnagar KA, Wisniewski L, Solomon M, Heinberg L. Effectiveness
and feasibility of a cognitive-behavioral group intervention for body
image disturbance in women with eating disorders. J Clin Psychol.
2013;69:1–13.
31. Trentowska M, Bender C, Tuschen-Caffier B. Mirror exposure in women with
bulimic symptoms: how do thoughts and emotions change in body image
treatment? Behav Res Ther. 2013;51:1–6.
32. Stice E, Rohde P, Butryn M, Menke KS, Marti CN. Randomized controlled
pilot trial of a novel dissonance-based group treatment for eating disorders.
Behav Res Ther. 2015;65:67–75.
33. Morgan JF, Lazarova S, Schelhase M, Saeidi S. Ten session body image
therapy: efficacy of a manualised body image therapy. Eur Eat Disord Rev.
2014;22:66–71.
34. Marco JH, Perpina C, Botella C. Effectiveness of cognitive behavioral therapy
supported by virtual reality in the treatment of body image in eating disorders:
one year follow-up. Psychiatry Res. 2013;209:619–25.
35. Trottier K, Carter JC, MacDonald DE, McFarlane T, Olmsted MP. Adjunctive
graded body image exposure for eating disorders: a randomized controlled
initial trial in clinical practice. Int J Eat Disord. 2015;48:494–504.
36. Cook-Cottone CP. Incorporating positive body image into the treatment of
eating disorders: a model for attunement and mindful self-care. Body
image. 2015;14:158–67.
37. Jansen A, Voorwinde V, Hoebink Y, Rekkers M, Martijn C, Mulkens S. Mirror
exposure to increase body satisfaction: should we guide the focus of
attention towards positively or negatively evaluated body parts? J Behav
Ther Exp Psychiatry. 2016;50:90–6.
38. American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders: DSM-IV-TR. 4th ed. Washington, DC: American Psychiatric
Association; 2000.
39. American Psychiatric Association. Diagnostic and Statistical Manual of Mental
Disorders: DSM-5. 5th ed. Arlington: American Psychiatric Association; 2013.
40. Hsieh HF, Shannon SE. Three approaches to qualitative content analysis.
Qual Health Res. 2005;15:1277–88.
41. Gardner RM, Brown DL. Body size estimation in anorexia nervosa: a brief
review of findings from 2003 through 2013. Psychiatry Res. 2014;219:407–10.
42. Kelly AC, Vimalakanthan K, Miller KE. Self-compassion moderates the
relationship between body mass index and both eating disorder pathology
and body image flexibility. Body image. 2014;11:446–53.
43. Hepworth NS. A mindful eating group as an adjunct to individual treatment
for eating disorders: a pilot study. Eat Disord. 2011;19:6–16.
44. Butryn ML, Juarascio A, Shaw J, Kerrigan SG, Clark V, O’Planick A, Forman
EM. Mindfulness and its relationship with eating disorders symptomatology
in women receiving residential treatment. Eat Behav. 2013;14:13–6.
45. Espel HM, Goldstein SP, Manasse SM, Juarascio AS. Experiential acceptance,
motivation for recovery, and treatment outcome in eating disorders. Eating
and weight disorders: EWD. 2015;2:205-10.
46. Tantleff-Dunn S, Barnes RD, Larose JG. It’s not just a “woman thing:” the
current state of normative discontent. Eat Disord. 2011;19:392–402.
47. Hayes SC, Luoma JB, Bond FW, Masuda A, Lillis J. Acceptance and commitment
therapy: model, processes and outcomes. Behav Res Ther. 2006;44:1–25.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Fogelkvist et al. Journal of Eating Disorders  (2016) 4:29 Page 9 of 9
